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Abstract
The editorial “Non-physician Clinicians in Sub-Saharan Africa and the Evolving Role of Physicians” by Eyal et al 
describes non-physician clinicians’ (NPC) need for mentorship and support from physicians. We emphasise the same 
need of support for front line generalist primary healthcare providers who carry out complex tasks yet may have an 
inadequate skill mix. 
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We acknowledge the editorial “Non-physician Clinicians in Sub-Saharan Africa and the Evolving Role of Physicians,”1 offering pertinent suggestions 
for healthcare provision in resource-constrained settings. 
It is timely to reconsider the function and training of 
physicians in health systems where tasks and responsibilities 
are increasingly shifted to non-physician clinicians (NPCs). 
And it is essential to clarify the scope and boundaries of work 
of different healthcare providers. 
Eyal et al describe mentorship and supervision of NPCs as one 
of the evolving roles of physicians. We want to emphasize this 
role in relation to mentorship and supervision of generalist 
primary care providers in non-hospital primary care facilities. 
Eyal et al define NPCs as providers with more skills than 
nurses and less than physicians.1 The examples provided show 
that their tasks are often highly specific, such as HIV-care, 
Caesarean sections, and hernia repair.
While spotlighting on specialized NPCs, generalist providers 
in primary healthcare (PHC) settings should not be forgotten. 
African countries have many generalist primary care 
providers who might not be considered as NPCs – probably 
many more than there are NPCs. The vast majority of 
outpatient consultations are delivered by generalist primary 
care providers in non-hospital PHC facilities.2,3 
Generalist primary care providers may or may not have skills 
comparable to NPCs. No matter their skill-level, their tasks 
are comprehensive and complex, often mirroring those of 
physicians such as taking a full history and doing relevant 
examinations and investigations for myriad complaints. 
They must analyse and decide who to refer, who and how to 
treat, when to follow-up, and equally important who can be 
reassured to go home. Additionally, they may shift between 
departments in the health facility such as child immunisation, 
antenatal care, HIV-care, tuberculosis (TB)-care, and 
surgical care.
PHC, as a gatekeeper, is unique in that it influences all other 
parts of the health system. In most countries, the quality of 
PHC will determine patient flow in health facilities through 
referrals and counter-referrals, and thus, health expenditure 
at more specialized levels of care. Therefore, effective 
PHC requires generalist primary care providers with a 
comprehensive skill mix to cover the wide-ranging problems 
presented.4,5 
Yet, generalist primary care providers typically do not receive 
training beyond basic nursing level. Many are nurses with a 
secondary-school based nursing education.6,7 Their needs for 
mentorship and support are largely unmet.8
NPCs may be mentored by specialists, such as internists for 
HIV-care and obstetricians for Caesarean sections. Similarly, 
mentoring generalist primary care providers requires 
knowledge of comprehensive and holistic PHC. 
We see a need to upgrade district hospital physicians in the 
core competencies of effective PHC delivery, which in many 
countries is a medical specialty.9 Fostering a medical PHC 
cadre, whether articulated as ‘family physicians,’ ‘community 
physicians,’ ‘district care physicians’ or ‘ambulatory physicians,’ 
can address mentorship and clinical supervision at the sub-
district level of both NPCs and generalist primary care 
providers. This will benefit the entire health workforce, and 
expectedly lead to cost reductions as more comprehensive 
sub-district care delivery decreases the number of referrals 
to more expensive specialized care levels.4 The suggested 
changes would require reprioritization of the health budget as 
well as readjusting the responsibilities of generalist physicians’ 
and other providers’ around the actual needs of people and 
communities to fully support “primary care now more 
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Abstract
In a recent article, Gorik Ooms has drawn attention to the normative underpinnings of the politics of 
global health. We claim that Ooms is indirectly submitting to a liberal conception of politics by framing 
the politics of global health as a question of individual morality. Drawing on the theoretical works of 
Chantal Mouffe, we introduce a conflictual concept of the political as an alternative to Ooms’ conception. 
Using controversies surrounding medical treatment of AIDS patients in developing countries as a case we 
underline the opportunity for political changes, through political articulation of an issue, and collective 
mobilization based on such an articulation.
Keywords: Global Health, Liberal Politics, Chantal Mouffe, Conflict, AIDS, Antiretroviral (ARV) 
Treatment 
Copyright: © 2016 by Kerman University of Medical Sciences
itation: Askheim C, Heggen K, Engebretsen E. Politics and pow r in global health: the constituting role of 
conflicts:  Comment on “Navigating between stealt  advocacy and u co scious dogmatism: the challenge 
of researchi g the norms, politics and power of global health.” Int J Health Policy Manag. 2016;5(2):117–
119. doi:10.15171/ijhpm.2015.188
*Correspondence to:
Eivind Engebretsen
Email: eivind.engebretsen@medisin.uio.no
Article History:
Received: 5 September 2015
Accepted: 13 October 2015
ePublished: 15 October 2015
Commentary
Institute of Health and Society, Faculty of Medicine, University of Oslo, Oslo, Norway
http://ijhpm.com
Int J Health Policy Manag 2016, 5(2), 117–119 doi 10.15171/ijhpm.2015.188
In a recent contribution to the ongoing debate about the role of power in global health, Gorik Ooms emphasizes the normative underpinnings of global health politics. 
He identifies three related problems: (1) a lack of agreement 
among global health scholars about their normative premises, 
(2) a lack of agreement between global health scholars and 
policy-makers regarding the normative premises underlying 
policy, and (3) a lack of willingness among scholars to 
clearly state their normative premises and assumptions. This 
confusion is for Ooms one of the explanations “why global 
health’s policy-makers re not implementing the knowledge 
generated by gl bal he lth’s empir cal scholars.” He calls 
for greater unity between scholars nd between scholars 
an  policy-makers, concerning the und rlying normative 
premises and greater openness when it comes to advocacy.1
We commend the effort to reinstate power and politics in 
global health and agree that “a purely empirical evidence-based 
approach is a fiction,” and that such a view risks covering up 
“the role of politics and power.” But by contrasting this fiction 
with global health research “driven by crises, hot issues, and 
the concerns of organized interest groups,” as a “path we are 
trying to move away from,” Ooms is submitting to a liberal 
conception of politics he implicitly criticizes the outcomes 
of.1 A liberal view of politics evades the constituting role of 
conflicts and reduces it to either a rationalistic, economic 
calculation, or an individual question of moral norms. This 
is choed in Ooms when he states that “it is not po sible to 
discuss th politi s of global health without discussing the 
normative premises behind the politics.”1 But what if we 
take the political as the primary level and the normative as 
secondary, or derived from the political?
That is what we will try to do here, by introducing an 
alternative conceptualization of the political and hence free 
us from the “false dilemma” Ooms also wants to escape. 
“Although constructivists have emphasized how underlying 
normative structures constitute actors’ identities and 
interests, they have rarely treated these normative structures 
themselves as defined and infused by power, or emphasized 
how constitutive effects also are expressions of power.”2 This 
is th  starting point for the political theorist Chantal Mouffe, 
a d her response is to develop an ontological conception of
the political, wher  “the political belongs to our o tological
c ndition.”3 According to Mouffe, society is instituted 
through conflict. “[B]y ‘the political’ I mean the dimension of 
antagonism which I take to be constitutive of human societies, 
while by ‘politics’ I mean the set of practices and institutions 
through which an order is created, organizing human 
coexistence in the context of conflictuality provided by the 
political.”3 An issue or a topic needs to be contested to become 
political, and such a contestation concerns public action and 
creates a ‘we’ and ‘they’ form of collective identification. But 
the fixation of social relations is partial and precarious, since 
antagonism is an ever present possibility. To politicize an issue 
and be able to mobilize support, one needs to represent the 
world in a conflictual manner “with opposed camps with 
which people can identify.”3 
Ooms us s the case of “increasi g international aid sp d ng
on AIDS treatment” to illustrate his point.1 He frames the 
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 a rece t c tri ti  t  t e g i g e ate a t t e 
r le f er i  gl al ealt , rik s e asizes 
t e r ative er i i gs f gl al ealt  litics. 
e i e tifies t ree relate  r le s: (1) a lack f agree e t 
a g gl al ealt  sc lars a t t eir r ative re ises, 
(2) a lack f agree e t et ee  gl al ealt  sc lars a  
licy- akers regar i g t e r ative re ises erlyi g 
licy, a  (3) a lack f illi g ess a g sc lars t  
clearly state t ir r ative re ises a  ass ti s. is 
c f si  is f r s e f t e ex la ati s “ y gl al 
ealt ’s licy- akers re t i le e ti g t e k le ge 
ge erate  y gl al e lt ’s e irical sc lars.” e calls 
f r greater ity et ee  sc lars a  et ee  sc lars 
a d licy- akers, c cer i g t e erlyi g r ative 
re ises a  greater e ess e  it c es t  a v cacy.1
e c e  t e eff rt t  rei state er a  litics i  
gl al ealt  a  agree t at “a rely e irical evi e ce- ase  
a r ac  is a ficti ,” a  t at s c  a vie  risks c veri g  
“t e r le f litics a  er.” t y c trasti g t is ficti  
it  gl al ealt  researc  “ rive  y crises, t iss es, a  
t e c cer s f rga ize  i terest gr s,” as a “ at  e are 
tryi g t  ve a ay fr ,” s is s itti g t  a li eral 
c ce ti  f litics e i licitly criticizes t e tc es 
f.1  li eral vie  f litics eva es t  c stit ti g r le f 
c flicts a  re ces it t  eit er a rati alistic, ec ic 
calc lati , r a  i vi al esti  f ral r s. is 
is ec e  i  s e  e states t at “it is t ssi le t  
isc ss t e litics f gl al ealt  it t isc ssi g t e 
r ative re ises e i  t e litics.”1 t at if e 
take t e litical as t e ri ary level a  t e r ative as 
sec ary, r erive  fr  t e litical?
at is at e ill try t   ere, y i tr ci g a  
alter ative c ce t alizati  f t e litical a  e ce free 
s fr  t e “false ile a” s als  a ts t  esca e. 
“ lt g  c str ctivists ave e asize   erlyi g 
r ative str ct res c stit te act rs’ i e tities a  
i terests, t ey ave rarely treate  t ese r ative str ct res 
t e selves as efi e  a  i f se  y er, r e asize  
 c stit tive effects als  are ex ressi s f er.”2 is 
is t  star i g i t f r t e litical e rist a tal ffe,
a  er res se is t  evel  a  t l gical c ce ti  f 
t e litical, ere “t e litical el gs t  r nt l gical 
co iti .”3 cc r i g t  ffe, s ciety is i stit te  
t r g  c flict. “[ ]y ‘t e litical’ I ea  t e i e si  f 
a tag is  ic  I take t  e c stit tive f a  s cieties, 
ile y ‘ litics’ I ea  t e set f ractices a  i stit ti s 
t r g  ic  a  r er is create , rga izi g a  
c existe ce i  t e c text f c flict ality r vi e  y t e 
litical.”3  iss e r a t ic ee s t  e c teste  t  ec e 
litical, a  s c  a c testati  c cer s lic acti  a  
creates a ‘ e’ a  ‘t ey’ f r  f c llective i e tificati . t 
t e fixati  f s cial relati s is artial a  recari s, si ce 
a t g is  is a  ev r re e t ssi ility.  liticize a  iss e 
 e a le t  ilize s rt, e e s t  re rese t t e 
rl  i  a c flict al a er “ it  se  ca s it
ic  e le ca  i e tify.”3 
s ses t e case f “i creasing i ter ati al ai  s en i g 
 I S treat e t” t  ill strate is i t.1 e fra es t e 
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